Persistent sciatic artery is a rare developmental anomaly. In its complete form, it provides the major arterial supply to the lower leg since the femoral system is hypoplastic. These unique arteries are prone to aneurysm formation and most commonly present with complications related to aneurysm formation, which can lead to limb loss. We encountered a 68-year-old man presenting with bilateral lower-extremity ischemia who was found to have bilateral persistent sciatic artery aneurysms. One aneurysm had already thrombosed, but the other was still patent. We treated this patient with a hybrid open and endovascular repair on the patent side. The aneurysm was excluded with an Amplatzer™ plug (St. Jude Medical, Inc., St. Paul, MN) followed by a femoropopliteal bypass with saphenous vein in situ to revascularize the lower leg. To our knowledge, this is only the second report of a persistent sciatic artery aneurysm successfully treated with Amplatzer plug occlusion.
T he sciatic artery is an embryonic continuation of the internal iliac artery that provides the axial blood supply to the lower extremity. In approximately 0.025% to 0.04% of the population, the sciatic artery does not regress in utero and persists to be the major arterial supply to the lower extremity (1) . A persistent sciatic artery (PSA) was fi rst described in 1832 (2) , and the fi rst death caused by a ruptured sciatic artery aneurysm was reported in 1864 (3). Th ese aberrant arteries are associated with a predisposition for aneurysm formation. Aside from the risk of rupture, sciatic artery aneurysms pose a risk of distal embolization and subsequent limb loss (4). We report a case of acute limb ischemia due to thromboembolism from a sciatic artery aneurysm treated with a combination of open and endovascular techniques. Th is is the second known reported case of the use of an Amplatzer™ vascular plug (St. Jude Medical, Inc., St. Paul, MN) to exclude a PSA aneurysm.
CASE REPORT
A 68-year-old man presented to the emergency department after experiencing acute onset of bilateral lower-extremity pain while playing golf, with more severe pain in the left leg. He was otherwise healthy and had no prior history of claudication. On examination, he had palpable bilateral femoral and left popliteal pulses. Th e right popliteal pulse and the bilateral dorsalis pe- , which begins as a continuation of the internal iliac artery and proceeds caudally exiting the pelvis to course inferiorly into the thigh. The patent PSA aneurysm on the left is marked by the arrow. The sciatic artery aneurysm on the right is thrombosed, and while it is not demonstrated on this reconstructed image, it is easily identified on the original axial CT slices (not shown). Both superficial femoral arteries are hypoplastic, and the PSA supplies both popliteal arteries.
femoral artery (SFA) was present but incomplete bilaterally, and the popliteal arteries were supplied by the PSAs. Th e patient was started on a heparin infusion for the presumed thromboembolic event that caused the left leg pain. Th e leg pain resolved overnight. Ankle brachial indices were 0.84 on the right and 0.89 on the left. Retrograde embolization of his left PSA aneurysm was performed through exposure of the above-knee popliteal artery, which was then accessed with a 45-cm 7 French sheath. Th e PSA aneurysm was then easily accessed and an angiogram was performed to determine the extent of the aneurysm. A 14-mm Amplatzer plug was placed proximal to the aneurysm, and a 12-mm Amplatzer plug was placed distal to the aneurysm. Platinum and stainless steel coils (Cook Medical, Bloomington, IN) were also placed within the aneurysmal sac (Figures 2a, 2b, 3a) . Distal perfusion was then reestablished by femoropopliteal bypass using reversed great saphenous vein. Th e right-sided aneurysm was not treated, as it was already thrombosed and the patient was no longer symptomatic. Th e patient did well and was discharged home with palpable pedal pulses on the left. At 6-month follow-up, he continued to be asymptomatic, and thrombosis of the PSA aneurysm was documented on repeat CTA (Figure 3b ).
DISCUSSION
In the human embryo, the sciatic artery provides in-line fl ow to the lower limb buds via the internal iliac artery. Th e sciatic artery normally involutes by the third month as the femoral artery develops. Remnants of the sciatic artery persist as parts of the internal iliac artery and portions of the popliteal and peroneal arteries (5). Rarely, the sciatic artery persists as the dominant infl ow vessel to the lower extremity. PSAs can be classifi ed as "complete" or "incomplete." In the complete type (75% of PSAs), the SFA is hypoplastic and the sciatic artery maintains its caliber to provide the major infl ow to the thigh and the popliteal artery (5). In the incomplete type (25% of PSAs), the SFA is still the major infl ow vessel, and the sciatic artery becomes hypoplastic in the thigh (6) . PSAs are usually detected after a vascular complication or incidentally after imaging for another indication. Aneurysm formation occurs in up to 46% of cases (6) . Repetitive minor trauma with sitting is thought to contribute to aneurysm formation due to immature elastic properties, but the exact mechanism is unclear (4). Limb ischemia is the most likely complication of PSA and is usually secondary to distal embolization. Buttock pain or a painful pulsatile mass in the buttocks may suggest a sciatic artery aneurysm, and a rapidly expanding mass may be indicative of aneurysm rupture (7). Duplex ultrasound can be useful in confi rming a suspected case of a PSA aneurysm if used to investigate a pulsatile gluteal mass. Magnetic resonance angiography, CTA, or arteriography is more helpful in diagnosing the PSA as well as in identifying whether the PSA is complete or incomplete (8). Treatment generally requires exclusion of the aneurysm and revascularization if the PSA is the dominant infl ow vessel to the lower leg (9) . Historically, this was done surgically, but currently an endovascular or hybrid approach is used. In addition to being less invasive than open ligation, endovascular embolization is recommended to decrease the risk of sciatic nerve injury. In the incomplete type of PSA, aneurysm exclusion is suffi cient (9) . Numerous endovascular exclusion approaches have been described in the literature, including femoral, transgluteal, and open retrograde popliteal access (10) (11) (12) (13) . In the complete type of PSA, limb revascularization is mandatory, as the blood supply to the lower limb will be entirely dependent on the sciatic artery. Revascularization requires a femoral distal bypass (13) . Endovascular approaches to excluding the aneurysm sac with covered stent grafts have been described in the literature; however, the durability of such repairs is yet to be determined and may be a problem in the long term because the stent graft will be in an area that undergoes repetitive trauma with walking and sitting (11, 12) . Endovascular treatment of the aneurysm should probably be reserved for patients with prohibitively high operative risk or limited survival.
Multiple cases of therapeutic embolization of PSA aneurysms have been reported, with most using intravascular coils. Amplatzer plugs are self-expanding nitinol mesh devices that are easily delivered with great precision and are capable of occluding large-diameter vessels. Th ey come in a variety of sizes, ranging from 4 mm to 22 mm, and are delivered through sheaths ranging from 4 to 7 French. Th ere are several advantages to using vascular plugs for vessel occlusion. Amplatzer plugs can be deployed more precisely than endovascular coils, which can be diffi cult to place accurately and can embolize distally. Th is makes coil embolization challenging in larger-caliber vessels such as PSAs (14) . In our previous experience with a similar case of PSA aneurysm, this problematic event occurred (Figure 4) . Additionally, in that case, we found that many coils were required, and we eventually exhausted our coil supplies and had to resort to using long wire fragments to fi nally achieve aneurysm sac thrombosis.
Amplatzer plugs have been compared with coil embolization for internal iliac embolization and have shown equivalent effi cacy in achieving vascular occlusion with shorter procedure times (15) . At our institution, the larger coils each cost approximately $200, whereas the Amplatzer plugs cost about $800 individually. Th e break-even point between these two options is exceeded after eight coils have been placed. Th is estimate does not include the additional 15 to 30 minutes of operating time required for coil embolization. In our case, we did use adjunctive coils. However, in retrospect, this was unnecessary, and in the previously reported case, only two plugs were necessary (16) . Another potential benefi t of Amplatzer plugs is less scatter on follow-up CT scans, which better renders the follow-up imaging. 
